Proceedings of the Royal Society of Medicine 4 of long duration, predominate in the male sex, and usually appear in the second or third decades. There are no pre-operative features, signs, or symptoms which are peculiar to them, as contrasted with other " angle " tumours, and their true nature is only revealed at operation or autopsy.
Mr. E. WATSON-WILLIAMS said that he had had a case similar to the last in the group in an adult male patient whom he had been able to keep under observation from 1922 to 1930. When first seen there was weakness of the voice due to paralysis of the left vocal cord; there had been weakness of the left side of the face for about a year; in 1917 deafness began, and this was followed by giddiness; there was severe nerve deafness of the left side, with a vestibule insensitive to caloric test. The facial paralysis increased and was complete in September, 1924 for a month, then diminished until February, 1925, when it recurred for ten mnonths. At this time there was wasting of the left half of the tongue and weakness of the left shoulder, although the sterno-mastoid muscle was not involved. In April there was aniesthesia of the left half of the face and the cornea was nearly insensitive. The hair began to fall out in four symmetrical patches, two on the right, two on the left. By September, the hair was growing again round the edges of the patches, but was quite white; there was severe neuralgia in the left frontal and temporal regions. The pain spread by December to the lower jaw, at which time facial movements began to return; the bald patches had been covered with grey hair; the other hair was still brown; the corneal sensitivity had returned, but the patient still had some vertigo, and fell to the left if he closed the eyes. Th eremas complete paralysis of the ninth, tenth and twelfth nerves. Later the pain disappeared, the facial movement further improved and sensation became normal; the affection of the eighth and posterior nerves was unchanged. The Wassermann reaction had been negative in blood and cerebrospinal fluid on several occasions. The diagnosis had been polio-encephalitis.
Mr. E. D. D. DAVIS said that Dr. WV. J. Adie had seen this patient, and made a tentative diagnosis of endothelioma at the base of the skull, in the region of the jugular foramen. The man had left recurrent laryngeal paralysis, and, as he was a shop assistant, he complained that owing to hoarseness he could not make himself heard, and later the deafness of the left ear worried him. He had no headache and no other symptoms.
The patient in his other case had been seen by Dr. Gordon Holmes. This patient was now complaining of dyspncea at night and of stridor, which disturbed the whole house. The left vocal cord was becoming affected. The question of tracheotomy arose; at present there was plenty of room in the glottis during the day, but the stridor and dyspncea were disquieting. In reply to a question by Mr. Barwell, Mr. Davis said that the patient in his second case had no difficulty in swallowing.
Mr. D. A. CROW said he noted that the patient in the first case of the group had a difficulty in swallowing solids; but in cases of paresis the chief difficulty was in swallowing liquids; that fact had helped to differentiate between paresis and obstruction.
Mr. D. R. PATERSON said that the difficulty in swallowing solids had been said to be due to spasm of the crico-pharyngeus of the opposite side, and that in such cases as Mr. Mollison's the swallowing improved materially after the passage of a tube or a bougie. He had recently seen a case of a man who had been knocked down in a motor accident two months before and was unconscious five days with bleeding from the ear, the palato-laryngeal hemiplegia was still pronounced and his difficulty in swallowing was then limited to solids which had to be washed down with fluid. Patient, aged 47, was operated upon in January, 1924, for a growth in the right maxillary antrum. Section showed squamous-celled carcinoma.
Squamous-celled
Two years later infiltration of the right orbit from ethmoidal recurrence. Removal of eye and ethmoid. Deep X-ray therapy.
Two Cases of Carcinoma of Maxilla.-WILLIAM IBBOTSON.
(I) Male, aged 50, had left-sided nasal discharge, with epistaxis for six weeks. A friable neoplasm filled the left maxillary sinus, and invaded the left nasal fossa, appearing also through a left upper molar socket. There was no bulging of the palate and no cervical adenitis. Microscopic examination showed carcinoma.
On March 18, 1931, the left maxilla was excised and it was found that the disease extended outwards and backwards into the temporal fossa. The tumour invaded the left ethmoidal and sphenoidal sinuses, but not the frontal.
Fifteen radon seeds were inserted on April 25, 1931, varying between 1x8 and 1 5 millicuries each, ten seeds being left in for eight days and five for four davs.
In July there were signs of some recurrence in the postero-lateral region, and on July 24, 1931, two needles, each containing 10 mgm. of radium, were buried in the suspicious area by means of a wax plaque.
(II) Female, aged 66, had right-sided epistaxis with swelling of right side of nose and adjoining portion of cheek, following an attack of erysipelas six months previously.
A neoplasm involved the floor of the right nasal fossa, the maxillary sinus, the nasal process of the maxilla and the ala nasi. There was adenitis in the right anterior triangle. The Wassermann test was negative.
Microscopical report was: "Solid trabecular, rarely tubular, mainly polygonal-celled carcinoma of maxilla. There is a tendency to squamous metaplasia and horn formation." A partial resection of the right maxilla, with removal of some soft tissue, was performed.
On August 7, 1931, 60 mgm. of radium were applied over the right cheek for three nights; 12 -5 mgm. packed into the right maxillary sinus for twenty-four hours, and 12 5 mgm. packed into the right nasal fossa for twenty-four hours also.
Carcinoma of Superior Maxilla and Ethmoid.-WALTEII HOWARTH.
Female, aged 60.
June, 1921.-Complained of epiphora whiclh began six months previously. Polypi had been removed from the nose at that date. There was an extensive growth involving the upper part of the lateral nasal wall and causing some bulging of the cheek.
June 28 (2) to dismiss him as a good-looking member of society. Former removal of the upper jaw was an antique operation, especially as nine-tenths of the growths were not primarily in the upper jaw, bult started in the ethmoid and extended radially. A growth which arose in the upper jaw, apart from the alveolus, was a rarity. Therefore every operation must be designed and modified to suit the case. The design should allow for adequate exposure, ventilation and observation of the wound.
When that was done, results were exceedingly good, better than most people thought. Recurrences took place, but they were easily controlled. He wished to draw attention to the value of diathermy, which was likely to be neglected in the upper jaw. It was a safe and satisfactory method of dealing with extensions from the
